
 

Comprehensive Pain Center | 425-304-8476 
 
External Referral Policy and Consultation Request Form 
 
------------------------------------------------------------------------------------------------------------------------------------------ 
Thank you for referring your patient to The Everett Clinic Comprehensive Pain Center. Patients referred 
from external groups are seen for consultation where we provide patient-specific recommendations. 
 
Although, patients should NOT expect any medication prescriptions to be written, in select cases, we will 
assume management for a short period of time in order to optimize their treatment plan. If your patient 
is managed by our office for a short period of time for medication stabilization, your office agrees to 
reassume the long-term medication management of the patient. Recommendations will be forwarded to the referring 
provider within 5 business days of the consultation. 
 
We ask referring providers to submit any relevant medical records and pertinent diagnostic reports from the previous six 

months together with this consultation request form to our schedulers via FAX:  425-304-8477 

 
 

1. Patient Full Name: ____________________________________________________| DOB: _____/______/_______ 
 

Patient Phone: (_______) ____________-________________ ICD-10 Code: _______________________ 
 

2. Reason for Referral: ____________________________________________________________________________ 
 
Please check all that apply:  
 

□ Mandatory consultation required by the State of Washington for patients prescribed MED > 120 

□ Guidance and recommendations to help manage your patient’s painful condition 

□ Consideration for interventional strategies (i.e. epidural injection, facet joint or peripheral joint procedure) 

□ Auto Accident  □ Work-Related Injury  □ Other_______________________ 

 
3.    Has the patient been discharged from your practice or from another pain clinic?         YES / NO 

 (If yes, please briefly explain): ____________________________________________________ 
 

4. Has the patient demonstrated any misuse, abuse, diversion, or aberrant behaviors related to opioid and/or 
medication management (i.e. inconsistent urine drug screen, overutilization)? YES / NO  

(If yes, please briefly explain): _____________________________________________________ 
 
 
_____________________________________________/(_____)____________ / ___________________/_____________ 

Referring Provider             Phone               Fax Number               Date 

  


